Assessing and Managing Compulsive Scratching in Schizophrenia With Chronic Renal Failure
Dear Editor:
Assessment, differential diagnosis, and management of compulsive scratching (CS) in medically ill patients with psychiatric disorders can be very complicated. This is because it is difficult to pinpoint the underlying mechanism, which is crucial for the treatment. We present the case of Mr A, a 48-year-old man with an established diagnosis of schizophrenia and chronic renal failure secondary to focal segmental glomerulosclerosi, who was admitted to our inpatient unit suffering mainly with the following 2 conditions: extreme CS that had led to missing skin-patches and bleeding from his scalp and the front part of his legs, and orthostatic hypotension so severe that he was unable to stand up and walk unaided safely.
Given his severe uremic medical status, a wide range of psychopathology was expected (1) but not detected. On admission, his medications for renal failure were bumetanide 5 mg once daily, metalozone 2.5 mg on alternate days, chlorpheniramine 4 mg 3 times daily, and ferrous sulphate 200 mg twice daily. His psychotropic medications were fluphenthixol decanoate (depot) 50 mg weekly IM and chlorpromazine 50 mg at night. His medical status was poor (hemoglobin 81 g/L, creatinine 877 umol/L, urea 50.9 mmol/L).
We explored 4 possible causes of the CS:
1. We considered whether the CS was an obsessive-compulsive spectrum phenomenon, for which the patient had already been started on paroxetine (40 mg daily, over 6 months), with no or minimal improvement.
2. We considered whether the symptom represented somatic hallucination-related CS, in which a patient may scratch in response to somatic hallucinations. We excluded this possibility because a detailed assessment of the patient's mental state revealed no evidence of psychotic symptoms. Further, there was no evidence of CS prior to the development of his renal failure, despite prior treatment for schizophrenia.
3. We considered whether the patient was experiencing uremic CS (pruritis). The precise underlying mechanism of this condition is poorly understood but may relate to secondary iron deficiency anaemia, associated electrolyte imbalance, or accumulations of toxins (2). 4. We considered whether the CS was due to other causes, including dermatological, allergic, and cholestatic hepatic disease.
We felt that possibility 3 was the most likely. We tapered down and discontinued chlorpromazine to improve orthostatic hypotension. We made no other changes or additions to the patient's pharmacotherapy. Mr A required an urgent fresh blood transfusion (1 L) in the nephrology unit. After 72 hours, he returned to the psychiatric unit with almost complete resolution of the CS, together with improvement of his medical status. However, his urea (49.5 mmol/L) and creatinine (896 umol/L) levels were only marginally altered. The improvement in CS remained during his stay in the inpatient unit. He was discharged with no further change in his pharmacotherapy because his mental state was stable, with no evidence of psychosis or other psychopathology.
The precise mechanism of improvement in CS after blood transfusion remains unclear. However, we suggest 2 possibilities: the chemical(s) which caused CS may have been diluted or destroyed after blood transfusion, or significantly improved anaemia led to the improvement in CS (3).
With such patients, it is first important to investigate and try to pinpoint the mechanism of CS. Therefore, clinicians should consider several possible causes, as listed above. Second, clinicians should choose the appropriate treatment option, depending on the CS mechanism identified. Third, if there is severe anemia, we suggest an early-admissionnephrology consultation and fresh blood transfusion.
Using the Rating Scale for Psychotic Symptoms to Characterize Delusions Expressed in a Schizophrenia Patient With "Internet Psychosis"
"Internet psychosis" is likely more common than has been reported in the literature (1) (2) (3) . We present a patient with delusions in which the Internet is the central component. To better understand the role the Internet can play in a patient's delusional structure, we characterized these delusions using the Rating Scale for Psychotic Symptoms (RSPS) (4, 5) .
Mr A is a 26-year-old man with DSM-IV diagnosis of schizophrenia. He states that people follow his activities via Internet chat rooms devoted to him and that several Web sites dedicated to him are named according to a variation on his first name. For example, he feels that Altavista.com®, a popular search engine, is used to track his activities, because it starts with "Al," the first 2 letters of his first name. Other psychotic symptoms include paranoid ideas of reference received from the television and radio and occasional auditory hallucinations of messages from the devil and angels.
Using the RSPS, we noted 8 types of delusions (that is, delusions of wealth, fame, special powers, reference, religion, extraterrestrial beings, paranormal experiences, and persecution) with 5 in the largest system. Further, the RSPS revealed that his Internet psychosis is associated with a loss of attentional focus (that is, thought blocking, sensory negativism, and catatonia), rated moderate 3/6 to moderately severe 4/6; and attentional intrusions (that is, thought insertion, external control of movements, and external control of speech), rated severe 5/6 to extreme 6/6. These symptoms have been present for at least the last 6 months. The overall clinical global impression (CGI) of psychosis is moderately severe.
With combined risperidone 4 mg daily and olanzapine 15 mg daily, this Internet psychosis delusional system remains intact, but with less active elaboration. The patient complies with treatment, as evidenced by weekly attendance at his appointments and elevation of prolactin (91.24 ug/ml; normal = 0 to 10 ug/ml for men), likely secondary to risperidone treatment.
As with previously reported cases (1-3), our patient has little experience with the Internet or computers. In the RSPS rating, Mr A's Internet delusions fall within the second of 3 groups of delusions ("ideas with intellectual attractiveness," as opposed to "ideas associated with explicit reward" or "ideas with negative affect: unpleasant or frightening ideas"). This may reflect the fact that "things one does not know about" fall within the RSPS description of "ideas with very fluid and uncertain logical relationships," becoming akin to the occult or paranormal. As the Internet becomes more central to human interactions, Internet psychosis will likely become more common because many patients with schizophrenia may not logically understand it.
